THIS gentleman, aged 69, was shown at the last meeting in November. The whole of the left vocal cord was then replaced by a red, knobby, ulcerating infiltration. The cord moved well and there were no enlarged glands.
submitted to the pathologist, who reports as follows: " The subglottic tissue was divided into three portions and each piece cut. The middle piece shows a tiny downgrowth of squamous epithelium into the subepithelial tissue, which, in view of the known facts of the case, is certainly the posterior edge of the epithelioma. The other sections are free of growth, and hence removal is now doubtless complete."
Patient made as rapid a recovery as after the first operation. He was walking about out of doors a week later. For a week he has been allowed to .whisper. There is only a little sinus in the neck leading down to a bare portion of the thyroid cartilage. DISCUSSION. Sir STOLAIR THOMSON said, in reply to the President (Dr. William Hill), that he would briefly describe this technique, which was only a simplification of the procedure laid down by the late Sir Henry Butlin and Sir Felix Semon. The patient was prepared in the ordinary way and the line of incision was injected with eudrenine, a mixture of adrenalin and eucaine. As a consequence no vessel required tying, and only one vessel had to be clamped throughout the operation. After trying various ancesthetics be had reverted to chloroform. The incision was carried down to expose the thyroid and trachea; then he took an ordinary hypodermic syringe, filled it with 2 per cent. cocaine, and stabbed the trachea before opening. He believed he obtained that idea from an American paper, and Mr. Hope and he had used it for a year or two, both in private and at King's College Hospital. There were several present who saw the operation three weeks ago, and they would agree as to the way in which this intratracheal injection abolished the very inconvenient spasm which used to occur on opening the trachea, causing a great spurt of blood and mucus over the vicinity. One waited a little after the stabbing, and when the tracheotomy tube was inserted there was no reaction. For years past he had abstained from using the Hahn's tube. After splitting the thyroid be put in a tethered sponge from above, and that prevented the blood from getting into the air-passages, and was more reliable than the Hahn's tube. When the growth was exposed three weeks ago it was exactly as shown in the drawing. He clipped it all round. But he wished to confess to an oversight which he must have made. He took the growth out whole, and examined it with his finger to appreciate the cartilaginous consistency, and inspected it with the naked eye; and there seemed to be a clear space all round. Several of those present at the operation agreed that he had gone wide of the growth, and that the result was promising. The specimen was sent to be microscoped, and he asked that three sections should be made. One section showed epithelioma in an early stage; the growth being superficial. The epithelioma was on the surface of the cordl. but did not extend into the ventricle of Morgagni, though it was well down on the subglottic area. Still, removal was free of the growth above, below, and deeply. The second section from the anterior end was also free. A section was also made posteriorly through the vocal process, and the report was that at one part the growth came so close to the edge that it was doubtful if the operation had gone beyond it. In view of this latter finding, he felt that there was no course open but to go back and do his work nearly all over again. Though the patient was aged 70, and had a blood-pressure of 200, he opened up the larynx again in ten days. The cut edge of the vocal process was visible. He took away a piece (indicated) which might have been removed at the first operation. In that corner it did show a thickening of the epithelial cells. He had two cases last summer in which there was recurrence, and in both the disease had extended farther into the subglottic region; and if the growth extended far, it got in between the thyroid and cricoid, and one could not get beyond it. The daniger zone extended back not only into the arytarnoid but into the subglottic region. He urged the importance of looking into the subglottic region, chiefly posteriorly.
The PRESIDENT said the supplementary details to which they had listened were most valuable. Sir StClair Thomson used the term " laryngo-fissure " as the operation performed, but he (the speaker) imagined it was only fissure of the thyroid cartilage. When he used the term "laryngo-fissure" as synonymous with thyro-fissure, Sir Felix Semon used the term " thyrotomy " or " thyrofissure " for the minor operation and reserved the term " laryngo-fissure " for vertical median section of the thyroid and the cricoid cartilages. Mr. Tilley had spoken of thyro-chondrotomy as more exact than either thyrotomy or thyrofissure. Sir StClair Thomson's remark about the danger of leaving some of the disease behind appealed to him, because about eighteen months ago he operated upon a similar case-which was still alive without recurrence-and he found he had to remove the aryttenoid cartilage as well to be perfectly certain of getting at least a 4-in. margin of mucosa free from the disease. It undoubtedly complicated the operation to remove the disease from the anterior surface of the cricoid plate together with the arytanoid. In his case there was trouble in breathing and swallowing through cadema of the aryepiglottic fold left behind, which flopped about like a polypus and had to be snared, and, owing to absence of the arytenoid, for a time food had to be given through a tube to prevent its entering the trachea.
Dr. JOBSON HORNE said that, when he saw the series of three sections of the vocal cord exhibited on the lantern screen, he regretted not having had the opportunity of examining them under the microscope. It was therefore with reservation he raised the question as to the nature of the growth. So far as one could draw conclusions from seeing the sections on the screen, he doubted whether the growth were an epithelioma. There was a redundancy of epithelial tissue along that portion of the cord which is covered with squamous epithelium. He asked whether there was any infiltration of this epithelial overgrowth; that was to say, whether the basement membrane had been broken through, and whether there was an ingrowth into the substance of the cord itself. When the case was shown prior to the operation, favourable comment was made by more than one speaker, in view of the diagnosis of malignant disease, upon the remarkable free mobility of the vocal cord. That mobility would suggest infiltration had not taken place. The sections exhibited reminded him of some he had met with in studying pachydermia of the larynx. Of course he was not suggesting that the case had presented clinically the typical text-book picture of pachydermia of the larynx; the sections on the screen suggested pachydermia as the pathological condition. He hoped that Sir StClair Thomson would afford them the opportunity of studying the very instructive sections under the microscope.
Dr. DAN McKENZIE said he was interested in the remark concerning the removal of a portion of the arytanoid, because in a thyrotomy which he had done six or eight weeks ago he found it to be necessary to carry the removal well into the aryteenoid region; as a result, swallowing was incommoded and the food came through the tracheotomy tube. The patient developed septic pneumonia, which had proved fatal. There seemed to be borderline cases, in which one was tempted, after having opened the thyroid cartilage, to proceed to remove as much of the disease as could be seen. But in doing so one damaged the swallowing; and in such cases the mortality would necessarily be higher than if the operation were limited to the cases for which the operation was primarily intended. The moral was that when the growth extended beyond the limits proper to classical thyrotomy the larynx should be removed. It was very praiseworthy of Sir StClair Thomson to have opened up the larynx a second time and to have removed the portion of disease left behind. Many in similar circumstances would have been tempted to leave it alone and trust to Providence. He hoped his effort would be crowned with success. When the patient was first shown no specimen, he believed, bad been removed for examination; so that the operation was undertaken upon a diagnosis reached without assistance from the pathologist. Probably Sir StClair Thomson would not advise this course in a routine way: and though there might be rare cases in which it was impossible to remove a portion for the pathologist, he (the speaker) would be very chary of operating on any case in which that attempt had not been made. It seemed to him the attempt at least should always be made before proceeding to thyrotomy.
Mr. HERBERT TILLEY said that in 1897 he published a case of ordinary thyro-fissure, in which he removed the arytanoid of set purpose, because the disease extended so far back. The patient got well, and lived for nine years afterwards, then died of recurrence in the other cord. On two or three occasions he had removed half the arytenoid so as not to disturb the anterior part of the lower pharynx. Last year he operated upon a case which Sir Felix Semon had operated upon fifteen years ago; and at the operatibn a small abscess was discovered with necrosis of the arytmenoid cartilage, surrounded by suspicious looking granulations. The patient lived for nine months, but recurrence of epithelioma took place. Feeding became difficult, and gastrostomy was performed. The patient died with an extensive recurrence over the front of-his neck. Probably that had been recorded as a "cured" case, but it showed us that because there was no recurrence of cancer within two or three years of operation it was unwise to speak of "cure." He had not used a Hahn's tube for ten years. He performed a tracheotomy in these cases, packed a long strip of gauze above it-in the trachea-and then split the larynx.
Mr. W. STUART-Low said he had as a patient a gentleman, aged 69, who appeared to have the same condition. He had been treating him for two years for what he diagnosed as pachydermia laryngis. There was a marked levelling up of the inter-arythenoid space and a thickening and rough-looking appearance of the left vocal cord, but no impairment of movement. What had decided him against this being malignant was, that on palpating the cord with the finger through the mouth-and it was quite possible to do so-there was apparently no induration.
Mr. NORMAN PATTERSON suggested that the microscopic section should be submitted to the Morbid Growths Committee.
Dr. DUNDAS GRANT said it was possible to remove the lower part of the aryteenoid cartilage and leave the upper part. He had done that, and found it satisfactory. It was important to preserve the attachment of the sphincter laryngis if possible, for it diminished regurgitation of liquid during drinking, which was, of course, a most serious complication.
Mr. O'MALLEY said the diagram drawn by Sir StClair Thomson showed that the growth had gone beyond the area which was normally covered with squamous epithelium. It reached into the subglottic area, and that seemed to confirm its being an epithelioma. Sir STOLAIR THOMSON, in reply, said Mr. Gillies saw the specimen, and agreed that it was epithelioma. Still, he would be pleased to submit it to the Morbid Growths Committee.' He did not suppose Dr. Horne wished to suggest this as a favourite region for pachydermia laryngis, which had now been clinically defined as a thickening over the vocal process, not in the centre of the cord, as this was. Never having had a death himself, he agreed that this should be an operation free from risk! The risk was swallowing-pneumonia. Of some twenty cases, he had had to feed only one through the nose, for a week or two. Removing part of the arytanoid complicated the conditions. On looking into the larynx a week later, one saw a horrible cedematous condition of the remains of the arytanoid, and frequently of the other arytienoid. In one case he had to enter again, by the direct method, and get the shifting mass out. He agreed with Dr. McKenzie as to the desirability, if possible, of removing a, portion
The Committee have since reported on the growth as being a typical epithelioma. beforehand for examination. But in this case he did not think that was feasible; and if the report had been negative he would still have gone on with the operation. Therefore, of what use would a preliminary examination have been ? As he had learned from Dr. Bond, of Golden Square, he was accustomed to feel with his finger round the epiglottis and introitus of the larynx, but he had never got as far as the glottis in adults.
Demonstration of Foreign Bodies removed from
Air Passages.
By Sir W. MILLIGAN, M.D.
(1) Damson-stone removed from Left Bronchus. -A boy, aged 4, while eating damson jam accidentally inhaled a stone. Sharp attack of dyspnoea. During following ten days several attacks of dyspncea accompanied by spasmodic attacks of coughing. X-ray examination negative. On admission to Royal Infirmary the child was found to be suffering from slight bronchitis with diminished entry of air into left lung. Examination under general anaesthesia. Sudden arrest of respiration; performance of rapid tracheotomy and artificial respiration, followed by recovery. Child put back to bed for half an, hour; again aniesthetised; tracheotomy tube withdrawn and bronchoscope tube passed. Damson-stone seen in left bronchus with pointed end protruding (specimen shown). Successfully recovered with forceps. Rapid recovery.
(2) Carpet-tack renoved from Bronchus of a Female. -Female, aged 35, accidentally inhaled a carpet-tack which she was holding in her mouth when engaged tacking down a carpet. Sudden and severe paroxysm of dyspncoa. During the following four days several slight attacks of dyspncea and coughing fits. Admitted to Royal Infirmary eight days after accident. (X-ray photograph shown of the tack in situ.) Under general anesthesia tack grasped, but on traction being made forceps slipped off. Many unsuccessful attempts at extraction made. Patient kept quietly in bed for three days. Vapor benzoin co. administered every two hours. Patient again anesthetised and removed to X-ray dark room. Fluorescent screen employed and forceps made to grasp tack. Withdrawal again unsuccessful owing to forceps not holding the stem of the tack sufficiently firmly. Many more unsuccessful attempts at extraction. At the suggestion of Mr. Barclay
